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ABSTRACT
ORGANIZATIONAL CULTURE IN HEALTH CARE
AND ADAPTIVE LEADERSHIP
TERESA M. HUNTEMAN
MARCH 18, 2OO8
Thesis
Leadership Application Project
_X_ Non-thesis (ML597) project
Abstract: To improve the quality and safety of health care in the [Jnited States, the
Institute of Medicine identified the need for strong organizational leadership and an
organizational culture that supports learning. The paper will review the application of the
adaptive leadership model to support organizational culture change in health care. A
review of the literature on health care organizational culture and the Adaptive Leadership
model will be presented along with a cirse study of l0 health care organizations that have
been working on culture change through the Institute of Clinical Systems Improvement.
Perspectives gained in this analysis will determine if the application of adaptive
leadership has an impact on the organizational culture in health care.
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Introduction
In 2000 the Institute of Medicine published a report concluding that tens of
thousands of Americans die each year as a result of preventable medical errors. These
errors include diagnostic, treatment and follow-up errors that prirnarily occur as a result
of how care is designed and delivered. Health care professionals are well-intended highly
educated professionals that work in poorly designed care delivery systems 
- 
departments
within hospitals and clinics often work in isolation of one another, information and
processes are not coordinated, there are communication gaps between providers of care,
information technology is not integrated, patients have complex medical conditions,
technology and the science of medicine are becoming more and more complex, and
health care professionals are becoming more specialized. These poorly designed care
delivery systems and the complexity of medicine result in lack of quality in the health
care system in the United States. Health care in the United States is not very safe,
effective, timely, equitable, patient centered or efficient (Institute of Medicine, 2001).
To improve the quality and safety of health care in the United States the design
and delivery of health care needs to fundamentally change. Significant organizational,
regulatory, legislative and professional leadership changes are necessary. The Institute of
Medicine (2000) identified several organization changes that are necessary. These
changes include the need for strong organizational leadership, an organizational culture
that encourages recognition and learning from errors and an effective patient safety
program.
page 2
Scott, Mannion, Davies and Marshall (2003) concluded that managing
organizational culture is increasingly viewed as an essential component of health care
improvement and leadership plays an essential role in any cultural transformation.
This research proposes to investigate the application of adaptive leadership rnodel
to support organizational culture change in health care. For the purposes of this paper
organizational culture is defined as the values, beliefs and norms of the organization.
These include the formal and informal relationships, structures and behaviors. The
adaptive leadership model is defined by the work of Heifetz and Linsky (2002).
Literature Review: Introduction
The health care organizational literature review includes a summary and analysis
of five articles all published in 2003. Two literature review articles were reviewed
followed by three empirical review articles. All of the articles focused on health care
organizational culture. One article was reviewed on the application of adaptive
leadership in health care. Leadership on the Line (Heifetz & Linsky,2002) served as the
foundation for reviewing the adaptive leadership model.
Literature Review: Health Care Organizational Culture
A literature review conducted by Scott, Mannion, Davies and Marshall (2003)
examined some of the key debates relating to the nature of organizational culture in
health care organizations. Key factors that appear to impede culture change across a
range of sectors include: inadequate or inappropriate leadership, constraints imposed by
external stakeholders and professional allegiances, perceived lack of ownership and sub
cultural diversity within health care organizations and systems. Scott, Mannion, Davies
and Marshall (2003) concluded that managing organizational culture is increasingly
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viewed as an essential part of health system reform and to transform the culture of a
whole system is complex, multi-level and uncertain process over a period of years. The
article was a summary of current literature on culture change and health care
organizations" This is a research study, not an empirical research study.
A second article reviewing the literature discussed the concepts of culture,
leadership and improving the safety of health care (Ruchlin, Dubbs & Callahan, 2003).
This article summarizes two paradigms for understanding medical errors 
- 
normal
accident theory and high-reliability theory. The article illustrates examples of safety
culture initiatives in other industries and challenges to implementing a safety culture"
This article was not a research article but suggests the relationship between leadership,
organizational culture and safety in health care. The relationship is described as the
attitudes and perceptions of data collection, reporting, reducing blame, leadership
involvement and systems thinking.
In response to the Institute of Medicine's report, John Hopkins Hospital (JHH) in
2001 conducted a study to evaluate the extent to which the culture supports patient safety
and the extent to which safety is a strategic priority. Two surveys were conducted. The
Safety Climate Scale survey was administered to a sample of 616 physicians, nurse,
pharmacists and other ICU staff. The survey evaluates perceptions of a strong and
proactive organizational commitment to patient safety. The survey was distributed by e-
mail with a cover letter with instructions to fax the survey back to the VP for Medical
Affairs within 2 weeks. The results were presented as the proportion that agreed with
each item on the survey (a response of 4 or 5). The results were stratified using the
following provider types: physician, nurse, nurse manager, pharmacist and other.
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Differences between groups were evaluated using the chi square test. Three hundred
ninety five completed surveys were received from 82Vo of the departrnents and 86To of
the nursing units. The survey results indicted that respondents perceived a stronger
commitment to safety from their direct supervisors than from senior leadership in the
organization- Nine of the ten questions demonstrated statistically significant differences
(p < 0.05) in any provider type compared with others.
The second survey, Strategies for Leadership, was used to evaluate the extent to
which safety was a strategic priority for hospital leaders. The survey was administered to
the ZZ-member Patient Safety Committee and the l2-member Management Committee at
JHH. The survey was distributed by e-mail with a cover letter with instructions to fax the
survey back to the VP for Medical Affairs within 2 weeks. Results were presented as the
proportion that responded 4 or 5 (full or partial implementation) and I or 2 (not
discussion or implementation). Results of the SLS were stratified by membership in the
Patient Safety Committee and the Management Committee. Differences between groups
were evaluated using the chi square test. Surveys were received from I7 of 22 members
(77Vo) of the Patient Safety Committee and six of 12 (50.7o) members of the Management
Committee. The overall mean score from both committees was 162 out of a possible of
210. There were statistically significant differences (p < 0.05) between the members of
the two committees for eight of the nine questions who responded "fully or partially
implemented" and nine of the nine questions who responded "no discussion or
implementation plan" for each item. Members of the Management Committee provided
higher scores than members of the Patient Safety Committee in each of the core areas.
The relatively low scoring for leadership by the Patient Safety Committee is consistent
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with the staff's perceptions of senior leaders in the SCS. The main finding of the SCS
was that staff generally believed that their direct supervisors were more committed to
safety than senior hospitals leaders.
The main findings of the SLS were a lack of strategic planning for patient safety
and differences in perceptions for safety between members of the Patient Safety and
Management Committees. The authors, Pronovost, Weast, Holzmueller, Rosenstein,
Kidwell, Haller, et al., (2003) indicate the survey results suggest that strategic planning of
patient safety needs enhancement. The results of this study confirm the importance of
leadership commitment and support as it relates to organizational culture in health care.
The study also illustrates the variation of perceived commitment and support between
provider types.
A survey measuring organizational culture was administered twice to staff from
the Neonatal Intensive Care Unit Quality Improvement Collaborative (Baker, King,
MacDonald & Horgar, 2003). In 1998 an organizational assessment survey was
administered to all 34 neonatal intensive care units (NICU) that were participating in the
Vermont Oxford Network Neonatal Intensive Care Unit Quality Improvement
Collaborative. The survey and data provided NICU staff with feedback on organizational
culture and behavioral issues, such as teamwork, leadership and communication. Each
center received a report on its scores and a comparison with the rest of the collaborative.
The assessment was repeated in 2000. In 1998, 1153 surveys were completed (response
rate of 63.37o) and in 2000, I687 surveys were completed (response rate of 60.\Vo).
Results of the survey did not demonstrate any relationship between scores and
activities/actions taken. Several participants credited the survey for helping to facilitate
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discussions relating to organizational culture. The article did not analyze the specific
survey results and action taken between the two surveys and a comparison of the results
between the two surveys. More specific data and actions would be helpful in examining
the benefits and learning's from the assessments. This study demonstrates the value in
using a survey as a mechanism to foster communication relative to organizational culture.
Fifteen hospitals in the California Patient Safety Consortium participated in a
survey to understand the fundamental attitudes towards patient safety and ways in which
attitude vary by hospital, job class and clinical status. The hospitals were selected non-
randomly through recommendations by investigators and consultants for their initiative in
promoting patient safety within their organization, their diversity in size, ownership type,
hospital system affiliation and geographical location. The survey instrument was adapted
from five existing surveys and was pilot tested. The survey was focused on attitudes and
experiences indicative of the elements of a culture articulated by high reliability
organization theory. A total of 2989 surveys were returned over a 6-month period
(response rate of 47.4To). Conclusions of the study indicted that a culture of safety may
not be as strong as desirable of a high reliability organization. The culture differed
significantly, not only between hospitals but also between clinical status and job class
within organizations. The key points of the study state that organizational culture
surveys can provide useful information on team and organizational issues that impede
improvement and culture surveys can promote discussion of team issues and assist in
identifying changes in policy, communications, and interactions that promote more
effective team behavior. (Singer, Gaba, Geppert, Sinaiko, Howard, & Park, 2003).
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Literature Review: Adaptive Leadership
An article by Pronovost and Heifetz (2007), Leveraging Technical and
Managerial Changes to Improve Safety, reviews the technical problems and adaptive
challenges of how Michigan hospitals reduced infection rates in intensive care units
statewide. This was accomplished "by combining best practices in both medicine and
leadership" (Pronovost & Heifetz, March 3,2A0'7 p. I). According to the authors,
technical problems are clearly defined and have known solutions. Adaptive challenges
are managerial and systemic problems that require creative solutions from stakeholders
and participants. The authors state, adaptive challenges are rnore difficult to solve and
involve changing people's hearts, minds and behavior. The John Hopkins University
Quality and Safety Research Group developed a program to improve Intensive Care Unit
(ICU) care using Johns Hopkins Hospital to test and refine interventions and tools. By
addressing both technical and adaptive problems, John Hopkins Surgical ICU reduced
catheter-related bloodstream infections from eleven per 1,000 catheter-days in 1998 to
zero in 2002. In a research project funded by the Agency for Healthcare Research and
Quality, John Hopkins partnered with the Michigan Health & Hospital Association's
Center for Patient Safety & Quality to apply the John Hopkins' experience. Adaptive
and technical elements were incorporated into the change process. The adaptive
components of the change model included engaging senior leaders, project leaders and
front-line staff by making current reality visible and exploring importance and creating a
system in the context of the hospitals resources and culture. The technical components
included educating staff of evidence-based interventions and evaluating r,vhether staff
made a difference. Some simple technical steps, use of chlorhexidine soap, dramatically
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improved safety. Other steps involved the more complicated process of changing
behavior.
Though the evidence for reducing these infections was clear, it was less clear how
to implement the evidence to ensure that all patients received the best care. It
required a leadership model in which we surfaced the adaptive challenge that
often called for changes in values and attitudes. (Pronovost & Heifetz, March 3,
2001 , p. 3)
The impact on patient safety and reducing infections was dramatic; equally
important is the evolutionary model of change including adaptive leadership. The model
showed how addressing both medical and leadership issues simultaneously can improve
patient care and safety. This article supports the hypothesis of a correlation between the
application of adaptive leadership and organizational culture in health care.
Literature Review Summary
Little research has been done in the area of organizational culture in health care.
The few studies that have been completed are focused in the area of patient safety culture
(attitudes and perceptions of data collection, reporting, reducing blame, leadership
involvement and systems thinking). The literature states there is a need for cultural
change in health care and strong leadership but there is no ernpirical research to support
the correlation. AII articles reviewed support the significant role that leadership has on
organizational culture. The use of surveys as a mechanism to facilitate discussions
around organizational culture was verified in the literature. One article suggested a
correlation between health care improvements and the use of adaptive leadership to
support culture change however there is no empirical evidence to support the correlation.
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Further research is necessary to identify a relationship between the applications of
adaptive leadership to support organizational culture change in health care.
Methodology
The research will investigate the application of adaptive leadership to support
organizational culture change in health care. The research consists of two elements 
- 
an
organizational culture survey and the application of the strategic elements of adaptive
leadership through collaborative learning. The organtzational culture survey data and
application of the strategic elements of adaptive leadership was conducted with ten health
care organizations that are members of the Institute for Clinical Systems Improvement
(ICSI). The organizations in the study have been working on organizational culture
change for the past two or three years. All data used in the research are secondary data
collected by the Institute for Clinical Systems Improvement.
The organizational culture survey was administered using an internet-based
service. Separate surveys were used for each participating organization. A suggested
sample size of 50 to 100 employees is used for larger organizations and all staff mernbers
are surveyed in organizations employing 50 or fewer employees. The survey was
administered to providers, administrative support staff, clinical staff and
managers/supervisors with a desired sample that reflects employees from all care areas.
The survey relates to seven dimensions of organizational culture: quality focus, change
orientation, openness, change actions, work group cooperation and respect, alignment
with leadership direction and accountability. Each question is rated on a l-5 scale using
the following definitions:
r J-stronglyagree
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- 
agree
r J 
- 
neutral
o ) 
- 
disagree
r l- strongly disagree.
Two additional questions are used to classify the respondents 
- 
unit/area of care the
respondent works in and the position/role the respondent has within the organization.
The position/roles are classified into the following areas:
' Providers (physicians,, physicians assistants, nurse practitioners, mental health
therapists, etc.)
' Administrative support (receptionists, medical records, billing, nutrition services,
etc.)
' Clinical support (nurses, medical assistants, radiology technologists, respiratory
therapists, etc.)
. Management and supervisors.
The survey (Appendix A), developed by the Institute for Clinical Systems Improvement
and SPR Center, Inc. has been validated for test re-test reliability. The survey is designed
to be a mechanism to foster discussion and a tool to measure progress. The survey was
conducted in 2005, 2006 and 2007. No changes in survey questions were introduced,
however three additional questions regarding engagement and retention were added in
2001 . Survey results are shared with each organization. Data are kept secured and
confldential per the policies of the Institute for Clinical Systems Improvement.
The ten organizations participated in the Leading a Culture of Quality Action
Group through the Institute for Clinical Systems Improvement. The learning
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collaborative is a progressive series of culture work held over the course of three years
with each year building on the previous. Two introductory groups, Leading a Culture of
Quality and Leading a Culture of Quality-l (LCQ-I) was followed by a second year
(LCQ -2) and a "graduate seminar" (LcQ-Advanced) was conducted as the third year of
work. The adaptive leadership model was introduced to the collaborative at the beginning
of the Leading a Culture of Quality Advanced Level Action Group (LcQ-Advanced).
The adaptive leadership model was incorporated into each of the collaborative activities
during the LCQ-Advanced Action Group that met from October 2046 through October
2047.
The researcher will review the culture survey results and the application of
adaptive leadership strategies to determine a correlation.
Review of Adaptive Leadership
In Leadership on the Line, Heifetz and Linsky (2002) describe two types of
situations that require leadership - technical and adaptive work. Technical work involves
influencing the organization to follow the leader's vision whereas adaptive work involves
influencing an organization to face its problems. In technical work there is a known
solution and the answers lie within the organization, whereas in adaptive work there are
no known solutions, the answers need to be developed.
According to Heifetz and Linsky (,2OAZ), the most common cause of leadership
failure in organizations is treating an adaptive problem with at technical fix. Due to the
complex nature of adaptive work, organrzations tend to ignore and not deal with those
issues. Heifetz and Linsky (2002) define not dealing with the adaptive work as work
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avoidance. Displacing responsibility or distracting attention illustrates examples of work
avoidance.
Adaptive work means dealing with organizational issues that deal with competing
values, changing attitudes, new learning and developing new behaviors.
Adaptive change stimulates resistance because it challenges people's habits,
beliefs, and values. It asks them to take a loss, experience uncertainly, and even
express disloyalty to people and cultures. Because adaptive change forces people
to question and perhaps redefine aspects of their identity, it also challenges their
sense of competence. (Heifetz & Linsky,2O02, p. 30)
Authority and leadership are important elements to consider when thinking about
adaptive and technical work. Authority, which is associated with power, is essential to
organizations but authority does not equal leadership. Authority, according to Heifetz and
Linsky (2OOZ) provides direction, prote.ction and order. The function of authority is to
maintain productivity and equilibrium. There are two types of authority - formal and
informal. With formal authority, there are explicit expectations whereas informal
authority is the power to influence others beyond the limits of a position description.
Informal authority deals with individual credibility and professional reputation. Both
formal and informal authorities have expectations - power increases when expectations
are met and decreases when expectations are not met. Expectations constrain or enhance
the ability to exercise leadership.
The role leadership, according to Heifetz and Linsky (2002), is to mobilize group
resources to do adaptive work. E,xamples on how to use authority to mobilize adaptive
work means framing and providing tough questions, instead of fulfilling the expectations.
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It means letting people feel reality, instead of protecting people. It means disorientating
people so the new role relationships develop, rather than orient people to their current
state. Authority in the adaptive setting draws issues out, instead of squelching conflict.
Authority challenges the way to do business, distinguishing those values and norms that
must endure from those that should go rather than maintaining the norrns.
Heifetz & Linsky (2002) identify six principles of adaptive leadership: getting on
the balcony, identifying the adaptive challenge, regulating distress, maintaining
disciplined attention, giving the work back to the people, and protecting the voices of
leadership without authority.
Getting on the balcony refers to observation, interpretation and intervention.
Leaders need to identify struggles over values and power. Getting on the balcony
involves interpreting reality. The authors describe leadership as "improvisational", where
Iistening and intervening go together. Interventions are experiments to stimulate, learn,
heat things up, calm things down, integrate or challenge. Each action is an experiment to
test the waters, gather information and refine strategy. Getting on the balcony is a key
strategy for doing adaptive work.
Identifying the adaptive challenge involves distinguishing between technical and
adaptive challenges. Heifetz and Linsky (2002, p.6l) state. "when the technical approach
has been tried and not successful, it's most likely adaptive work". Persistence of conflict
or a crisis is also an indication of adaptive work. Adaptive change stimulates resistance,
challenges people's habits, beliefs and values. Adaptive change asks people to take a
loss, experience uncertainly and even express disloyalty to people and cultures. Adaptive
change forces people to question and redefine aspects of their identity and challenges
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their sense of competency. Heifetz and Linsky (2002) identify an adaptive challenge
"when people's hearts and minds need to change not just their preferences and routine
behaviors" (p. 60).
Keeping the level of distress within a tolerable range is another strategic principle
of adaptive leadership.
Changing the status quo generates tension and produces heat by surfacing hidden
conflicts and challenges organizational culture. It's a deep and natural human
impulse to seek order and calrn, and organizations and communities can tolerate
only so much distress before recoiling. (Heifetz &, Linsky, 2002, p. 107)
Heifetz and Linsky (2002) outline a number of elements to keep the level of distress at a
tolerable range, or as they state "control the heat". Organizations can increase the distress
by drawing attention to the tough questions, giving people more responsibility than they
are comfortable with, bringing conflicts to the surface and protecting the "gadflies" (p.
I I I ). Lowering the level of distress can be achieved by addressing the technical aspects
of the problern, establishing a structure for the problem-solving process by breaking the
problem into parts and creating timelines, rules and assignments, temporarily reclaiming
responsibility for the tough issues, employing work avoidance mechanism and slowing
down the process of challenging the norms and expectations (p. I I l).
To exercise leadership, you may need to challenge the assumptions that the
change is not worth the upset it will cause. You'll need to tell people what they
do not want to hear. This may mean raising the temperature to a point where
addressing the problem becomes imperative in order to more forward. (Heifetz &
Linsky, 20A2, p. l la)
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Maintaining disciplined attention on the issue is another strategic principle for
doing adaptive work. Getting people to focus attention on difficult problems is
complicated. Organizations typically develop ways to avoid these issues 
- 
typically by
denial, scapegoating, reorganizing, blaming authority, finding an external enemy or
character assassination. These mechanisms reduce the level of distress in an organization
by deflecting attention from tough issues. A leaders needs to hold steady in the face of
these distractions and redirect attention on the issues at hand (Heifetz & Linsky,,2002).
Disciplined attention is necessary to help maintain focus on the tough issues of adaptive
work.
Giving the work back to the people gets people engaged and places the work with
those involved. "Taking the work off your own shoulders is necessary but not sufficient.
You must also put it in the right place, where is can be addressed by the relevant parties"
(Heifetz & Linsky,20A2, p. 128). According to Heifetz and Linsky, when leaders take on
the work of others, they take on all of the risk, getting other to work on the problem
together is necessary when dealing with complex adaptive challenges. "Remember, your
job is to orchestrate the conflict, not become it. You need to let people do the work that
only they can do" (Heifetz & Linsky,2002,p. l2Z), A leader needs to instill confidence
in people and support the people as they take on the challenges of adaptive work.
The final strategic principle for doing adaptive work is protecting the voices of
leadership without authority. Leaders must rely on others within the organization to raise
the questions that are necessary in identifying adaptive challenges, Those without
authority provoke thinking that those with authority cannot easily see. Leaders need to
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resist the urge to silence others and instead listen and support to help diagnose the real
ISSUCS.
The six strategic principles of adaptive leadership provide a framework for taking
on adaptive work. "Remember that when you ask people to do adaptive work, you are
asking a lot. You may be asking them to choose between two values, both of which are
important to the way they understand themselves" (Heifetz & Linsky,,20O2, p.92-93).
Dealing with challenges without known solutions 
- 
adaptive challenges 
- 
requires a
strategy. Heifetz and Linsky provide the strategic principles for leadership taking on the
challenges of adaptive work.
Overview of Collaborative Activities
Over the course of the past two or three years, ten organizations who are members
of the Institute for Clinical Systems Improvement (ICSD have been working on
improving organizational culture and aligning quality improvement with overall strategy.
The ten organizations in the ICSI Leading a Culture of Quality collaborative participate
in face-to-face learning sessions led by a health care culture expert, Jack Silversin. The
organizations participate in team exercises, share strategies, progress and key learnings.
The organizations also participate in conference calls and receive additional support from
ICSI facilitators and content leaders. Topics, structure and expectations of the
participating organizations are outlined in the action group charters; teams voluntarily
participate in the collaborative activities and are expected to uphold the expectations
outlined (Appendix B, C, D, and E).
Assessment of Organizational Culture: Survey Results
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Eight of the ten organizations completed the culture survey tn 200'7 and also
completed the survey in 2006 and 2005. Two of the organizations participating in the
collaborative decided to delay conducting the survey. Six of the eight organizations
participated in the collaborative culture work for two years; two organizations
participated for three years. A total of 1,462 people participated in the survey in2007
from the eight organizations.
The survey data review included review of overall scores between the 2007 and
2006 data, review of survey scores from the various position groups (providers,
administrative support, clinical support and management/supervisors), and review survey
scores in the areas of quality focus, change orientation, openness, change actions, work
group cooperation and respect and alignment with leadership direction. Survey summary
responses are grouped into percentage of people responding who indicated a favorable,
mixed or unfavorable response. The favorable category includes responses of "strongly
agree" and "agree". The mixed category represents the "neutral" response and the
unfavorable category includes the "disagree" and "strongly disagree" responses
(Appendix F).
ICSI and SPR, Inc conducted a learning session in September 2007 to assist the
organizations in using the survey data to further help establish a culture of quality in their
organization. The following rules of thumb were given as a guide to interpreting data: a
favorable response of 650/o or more may be considered a strength; a favorable response of
less than 50To may be considered a concern and should be clarified; favorable responses
betrveen 50 and 65To may also be opportunities for improvement, especially if the
unfavorable rating is substantial. Each organizations survey data are summarized below.
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Organization #l participated in the collaborative for two years. A total of 104
employees participated in the 20ffi survey, 110 in 2006 and 98 in 2005. Baseline overall
survey scores in 2005 indicated 56Vo of people responding favorable. Overall survey
scores decreased from 6lTo favorable in 2006 to 52Vo favorable in 2007. All position
groups demonstrated a decrease in survey scores. The provider group decreased from
827o favorable in 2006 to I57o in 2007; administrative support group decreased from
5l%o favorable in 2006to367o in20}7; clinical support group decreased from 68Vo
favorable in 2006 to 5 lTo in 2007; manager/supervisor group decreased from 81Vo
favorable in 2006 to I lTo in 2001 .
Organization #2 participated in the collaborative for two years. A total of 390
employees participated in the 2007 survey,3Tl in 2006 and334 in 2005. Baseline
overall survey scores in 2005 indicated 467o of people responding favorable. Overall
survey scores increased from 4Jo/o favorable in 2006 to 5l o/o favorable in 2AOl. All
position groups demonstrated improvement in all areas of the 20Ol survey. The provider
group increased from 56To favorable in 2006 to 6l7o in20O1; administrative support
increased from 45To favorable in 2006 to 547o in 2007; clinical support group increased
from 44Vo favorable in 2006 to 467o in 2007; manager/supervisor group increased from
50To favorable in 2006 to 5Jo/o in 2AAl .
Organization #3 participated in the collaborative for two years. A total of 253
employees participated in the 2001 survey, 216 tn 2006 and20l in 2005. Baseline
overall survey scores in 2005 indicated 66To of people responding favorable. Overall
survey scores decreased from 6lVo favorable in 2006 to 54To favorable in 2007. Three
position groups demonstrated a decrease in survey scores with the manager/supervisor
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group staying at 86To favorable in 2006 and 2001 . Provider group decreased from T l%o
favorable in 2006 to 62Vo tn}O}l; administrative support decreased from 687o favorable
in 2006 lo 45Vo in2OAl; clinical support group decreased from 59a/o favorable in 2006 to
48Vo in 2OO7 . The unique characteristic in the survey scores in this organization is the
very wide variations between clinic locations.
Organization #4 parttcipated in the collaborative for two years. A total of 138
ernployees participated in the 2007 survey, 88 in 2006 and 96 in 2005. Baseline overall
survey scores in 2005 indicated 69Vo of people responding favorable. Overall survey
scores decreased from llTo favorable in 2006 to 68Vo in 2007. Three position groups
demonstrated an increase in survey scores with the provider group maintaining aJ9To
favorable in 2006 and 2001 . The administrative support group decreased from 82Vo
favorable in 2006 to 66Vo; clinical support group decreased from 7}Vo favorable in 2006
to 68Vo; manager/supervisor group decreased from SOVo favorable in 2006 ta I5Vo. . The
organization noted that two additional clinic locations participated in the 2007 survey.
Organization #5 participated in the collaborative for two years. A total of 75
employees participated in the 2O0l survey, 75 in 2006 and 88 in 2005. Baseline overall
survey scores in 2005 indicated 547o of people responding favorable. Overall survey
scores have increased from 537o favorable in 2006 to 58Va in 2A07. Two position groups
demonstrated an increase in survey scores. The administrative support group increased
from 447o favorable in 2006 to 54Vo in 2007 and the clinical support group increased
from 45Vo to 50Vo in 2007. The manager/supervisor group decreased from 8l7o favorable
in 2006 toJ9Vo rn2O07; the provider group maintained a llVo favorable in 2006 to'76To
in 2001 . The "openness" category of the survey questions decreased significantly for the
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provider group, down from 167o favorable in 200 6 to 5'l To favorabl e in 2007. Highest
score areas are in the "change actions" category - l4Vo favorable scores in 2007, up from
627o in 2006.
Organization #6 participated in the collaborative for two years. A total of 106
ernployees participated in the 2OO1 survey, 119 in 2006 and 109 in 20A5. Baseline
overall survey scores in 2005 indicated 65Vo of people responding favorable. Overall
survey scores increased from 68Vo favorable in 2006 to l3Vo in 2007. Three position
groups demonstrated increase in survey scores with the provider group decreasing from
84To favorable in 2006 to l4Vo in 2007. The administrative support group increased from
6l Vo favorable in 200 6 to I lo/o rn 2001 ; clinical support group increased from 54%o rn
2006 to 69To in 2001; manager/supervisor group increased from 87 7o favorable in 2006
to 94Vo tn 2007 .
Organization #7 partrcipated in the collaborative for three years. A total of 195
employees participated in the 2007 survey, 194 in 2006 and lJ9 rn 2005. Baseline
overall survey scores in 2005 indicated 62Vo of people responding favorable. Overall
survey scores slightly decreased from 617o favorable in 2006 to Sl%o favorable in 2007.
Two position groups decreased in survey scores. The clinical support group decreased
form 57Vo favorable in 2006 to 4BVo in2OOl and the clinical support group decreased
form SlVo favorable in 2006 to 48To in20O7. The provider group increased slightly from
l2To favorable in 2006 to 75Vo tnZAAI; the administrative support group also increased
slightly from 5l7o favorable in 2006 to 59Vo in2007. The organization noted a number of
new employees participated in the 2007 survey without many opportunities to educate
staff regarding the organizations culture work and survey"
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Organization #8 participated in the collaborative for three years. A total of 201
employees participated in the 20Ol survey,203 in 2006 and 105 in 2005. Baseline
overall survey scores in 2005 indicated 55%o of people responding favorable. Overall
survey scores demonstrate an improvement from 5lVo favorable in 2006to 6OVa
favorable in 2001. Provider and manager/supervisory groups increased the greatest with
68Vo favorable in 2006 to l5Vo favorable in 200J and l4Vo favorable in 2006 to 83Vo
favorabl e in 2AA7 . The clinical support group increased from 5l7o favorable in 2006 to
55Vo in200l; the administrative support group was basically unchanged with a 547o
favorable in 2006ta 53Vo tn700l
The table in Appendix G illustrates organizations ranked by highest percentage of
overall favorable scores for each of the nine categories of the survey. Bolded percentages
are the highest favorable score for each category, Blue percentages represent the second
highest favorable score in each category. Red percentages represent the third highest
favorable score in each category.
Organization #6 had the most favorable overall score and most favorable in seven
of the nine categories. Organization #8 demonstrated the second highest most favorable
scores and Organization #5 demonstrated the third highest overall favorable scores.
Improvement in baseline scores from 20A5 is observed in the overall scores of
Organization #5, #6, and #8. A decrease in overall scores is demonstrated for
Organization #1, #3, #4 and #l .
In addition to quantifying the organizational perspectives, the survey provided a
mechanism to talk about the adaptive challenges faced by the health care organizations.
The survey was designed with that intent. The participating organizations stated that
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without the survey the conversations would not have happened and the issues would have
gone unknown to the organization. The value in using a survey as a mechanism to foster
communication relative to organizational culture was identified as previously noted in the
literature review.
Application of Adaptive Leadership
The adaptive leadership model was incorporated into each of the Leading a
Culture of Quality-Advanced Level Action Group in 2006 and 2001. During the course
of collaborative, all of the groups noted the concepts of adaptive leadership helped
provide a framework for understanding the difficulty in changing organizational culture
to support quality improvement. The adaptive leadership strategic principles became part
of the common language of the participants of the collaborative.
As part of incorporating the adaptive work into perspective of building a culture
that supports quality improvement, a team exercise was conducted at a collaborative
meeting. AII the teams participated and choose a quality improvement initiative being
actively worked on in their organtzation and discussed and shared with the larger group
the following questions.
l. Are you able to "get on the balcony" and analyze the challenges from an
organizational level or are you so involved that you don't have that perspective?
2. How could you identify if this is indeed adaptive work? Remember that
occasionally technical solutions can provide adaptive change, but rarely.
3. How could you create a "safe" holding environment where it will be possible to
raise the level of distress without losing the momentum?
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4. How could you create the opportunity for open discussion of key issues and
allowing time for "ripening" of the work?
5. Is the r,vork being done by a small committee or truly being "given back to the
people" at a rate they can tolerate? Are you seeing signs of stress from unrealistic
expectations?
6. Are you hearing and acknowledging the voices and concerns of those who are not
in formal authority positions? How will you know if they are speaking up?
As part of the exercise all of the teams participating in the collaborative could relate to
the adaptive challenges and context of Heifetz and Linsky's (2002) adaptive leadership
model. The above exercise is an example on how the strategic elements of leadership
were incorporated into the collaborative discussions and became part of the common
language of the collaborative.
Although the organizations participating in the collaborative demonstrated
ongoing support for the application of adaptive leadership, u correlation to the model and
survey scores was not demonstrated and multiple other factors could have an effect of the
survey results.
One potential factor reviewed involves the development of a "compact" or social
contract. Traditionally, the physician contract (or compact) has been to provide quality
care to patients. In return the physicians receive autonom], protection and entitlement
(Silversin,2O04) by the organization. These social contracts or traditional promises are
changing and organizations have new expectations of physicians. These social contracts
have a strong impact on defining who physicians are and how they are seen by the
organization. According to Silversin (2004), physicians have been socialized to expect
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leaders who advocate, protect and represent them. The traditional promises have changed
and organizations have new expectations and a new social contract. No longer is it
sufficient just to provide quality care to patients 
- 
quality as defined by the physician.
Health care organtzations, according to Silversin (2004), are expecting rnore from
physicians. They are expecting physicians to improve patient safety, improve quality of
care, reduce costs, improve access to care, recruit and retain staff and provide patient
centered care. These traditional promises have changed as health care has changed.
There has been little dialogue on the changes that have evolved slowly over time. These
changes in the social contracts, traditional promises, are causing confusion and discontent
for physicians, patients and organizational leaders.
Several of the groups participating in the ICSI Leading a Culture of Quality
Action Group worked on developing a social contracts or compacts. Silversin (March,
2005) describes a compact as the expectations of organizational life. A compact is
unstated yet understood and is mutually beneficial. Much of the concentration of the
Leading a Culture of Quality Action Group from 2OO4 -2006, focused on the
development of compacts. As part of adaptive leadership, Jack Silversin describes the
development of the compact as the "technical work" in supporting cultural change; living
the compact is the "adaptive challenge".
Six organizations developed and implemented pieces of the compact, including
the three organtzations with the highest overall scores 
- 
Organization #5,, #6 and #8. The
organizations in the collaborative all related the difficulty of developing and
implementing the organizational expectations (e.g.: compact) as adaptive work. The
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adaptive leadership model provided a framework for putting the challenges of
development and implementation of a social contract/compact into perspective.
Summary and Conclusions
The adaptive leadership principles are applicable to health care and put a
perspective to the ef forts of the organizations participating in the Institute for Clinical
Systems Improvement health care culture change initiative. Although it is difficult to
attribute health care culture change to the application of adaptive leadership, the
complexity of health care lends itself to the adaptive leadership model. There are many
adaptive challenges present in health care as outlined in the Institute of Medicine report.
The health care culture is very complex and there are many values in conflict. For the
organizations that participated in the ICSI collaborative, the adaptive leadership model
provided a comrnon language and a common lens to view the difficult work of changing
organizational culture. Further research is necessary to identify a relationship between
the applications of adaptive leadership to support organizational culture change in health
care. Changing health care organtzational culture is a process that will require strong
organizational leadership and a comprehensive strategy (Institute of Medicine, 2000).
The strategic elements for adaptive challenges illustrated by Heifetz and Linsky (2002)
provide a framework for comprehensive health care culture change.
The Institute of Medicine report got the attention of the health care community,
policy makers, patient advocates and the general public. Through the work of the
Institute for Clinical Systems Irnprovement the adaptive leadership model got the
attention of health care leaders and effectively illustrated the complexity of
organizational culture change. "'When you lead people through difficult change, you take
page 26
them on an emotional roller coaster because you are asking them to relinquish something
- 
a belief, a value, a behavior 
- 
that they hold dear" (Heif-etz & Linsky,2O02, p. I l7).
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2A07 lCSl Survey 
- 
Summer 2OOT 
- 
Updated August 9, 2007
Employees logged on with a PIN linked to their organization
Asour You
The questions in this section will be grouped with similar respondents to help in analyzing the survey results
This information will not be used to identify individual survey respondents.
81. Are you employed by this organization?
tr 1. yes
tl z No
82. What is your job position?
D 1. Provider
f] 2. Administrative Support
tr 3" Clinical Support
tr 4. Manager or Supervisor
UB1IET ITEDIS
The quality ol-work suffers because of the
amount of work staff are expected to do.
2. Senior leadership shows by its actions that
quality is a top priority in this organization.
3. The quality goals and strategic plan of our
organization are clear and well
communicated.
4. Results of our quality improvement e fforts
are measured and communicated regularly
to staff.
5. There is good information flow among
departments to provide high quality patient
safety and care.
6. Senior leadership here has created an
environment that enables changes to be
made.
7. People here feel a sense of urgency about
improving the quality of patient care and
service.
B. Employees are encouraged to become
involved in the improvement of patient
care and service.
9- The climate in tlre organization promotes
the free exchange of ideas.
10. Staff will freely speak up if they see
something that may improve patient care
or affect patient safety.
Never Seldom Some-
times
Often
It4ixed Disagree
tr
Strongly
agree
tr
Agree
tr
tr
Very
often
tr
Strongly
disagree
tr
u
tr
tr
u tr
tr
trD
D
!
tr
D
fI
tr
tr
fI
tru
tr
tr
trD
tr
tr
tr
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tr u11. I feel free to express my opinion without tr
worrying about the outcome.
12. I can think of examples when problems tr
with patient care or service have led to
changes in our procedures or equipment.
13. I know of one or more quality initiatives !
going on within our organization this year.
14. In general, people in our organization treat E
each other with respect.
15. 1 observe a high level of cooperation tr
among all members of my work unit or
department.
16 There is a climate of trust in my n
department or work unit.
17. My organization is making the changes tr
necessary to compete effectively.
18. I have a clear understanding of the t]
organization's mission, vision and values.
'19. My organization's senior leadership has tr
focused the organization in the right
direction.
20. I am satisfied with the information I tr
receive from management on what's going
on in the organization.
21. Where I work, people are held accountable flfor the results of their work.
22. I receive regular ongoing feedback abor-rt my trjob performance.
good
23. How would you describe the overall morale
in your department?
tr
Very Good Fair Poor
Satisfied lvlixed Dissatisfied
tr
tr
tr
n
tr
tr
tr
tr
tr
tr
tr
tr
tr
tr
tr
tr
tr
tr
u
u
tr
tr
fI
Very
No intention
of leavrng
in the
foreseeable
future
intend to
keep working
here for now
Very
satisfied
Considering
leaving in the next
6 months
Will be leaving
in the near
future (not
retiring)
Poor
Very dis-
satisfied
tr
Will retire in
the next 6
months
tr
tr24. Considering everything, how would you rate
your satisfaction with your organization at
the present timel
Looking
for
anotherjob now
25. Which of the
following best
describes your current
employment
situation?
fI tr trtrtr
Comments: You are encouraged to add comments regarding the work
environment. Comments you provide will be forwarded unedited to our senior
leaders.
tr
! tr
tr
tr
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Appendix B
Institute for Clinical Systems Improvement
Leading a Culture of Quality Action Group
March 2404 
- 
2005
Modified on August 9, 2001 by Teresa Hunteman to maintain confidentiality.
Topic Focus: The Culture Change Action Group will provide an opportunity for leaders
to develop a culture that focuses on quality as a key organizational strategy. Teams
consisting of organization leaders, quality improvement staff, and others will r,vork
together to make the changes that will enable their organizations to provide the highest
quality care possible. The action group will also provide an opportunity for participants to
collaborate with each other in learning how to foster a culture of quality. The action
group will work intensively for a year to launch the process of culture change.
Staff: The leader is Jack Silversin, DMD, DrPH, president of Amicus, a Cambridge,
Massachusetts-based consulting firm. For twenty years he has worked to help physician
organizations, hospitals and health systems to develop shared organizational vision,
strengthen lcadership and governance, and accelerate the implementation change. Other
local and national speakers may be invited to participate, depending on the issues that
action group participants bring up.
Overview of the Learning Sessions: There are tive learning sessions over the course of
one year. Sessions I and 2 detail the framework for action and provide the opportunity
for teams to develop an action plan for building and reinforcing norms that facilitate the
execution of their quality strategy. Most of the content will be presented in these two
sessions. By the end of the second session participants will have identified norms
embedded in their organization that need to change and will have a roadmap of actions
leading to norms consistent with achieving quality (and continuous improvement). It is
anticipated that norms rvill shift over a period of three to flve years. This one-year
learning group experience provides the knowledge and support to start the journey.
Sessions 3 and 4 will provide teams with the opportunity to share their experiences and
learn from each other. Previously presented material will be gone into in greater depth,
new material mostly related to leadership will be presented. In addition, examples of
successf ul change will be part of these sessions. The examples would be presentations
from leaders inside or outside of health care r,vho successfully implemented similar
changes and their own insights and conclusions regarding culture change. Session 5
flocuses on maintaining momentum and preparing participants to continue the progress
they have make during the year. This session also includes discussion of needs that
participants have for continued development that ICSI might be able to meet or develop
additional action groups to address.
Eight domains o[ learning and development will be covered. Teams will complete
rvorksheets associated with each domain during teamwork time provided during action
group meetings as well as between action group meetings. A conference call is
conducted once each month except in months when meetings are held. Each participating
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group submits monthly progress reports. A listserv has been set up so that questions,
suggestions, progress reports and other information can be easily shared with al action
group participants.
Progress Reports & Surveys
Each participating group will be expected to submit monthly progress reports. A
progress report template will be provided to each team,
The common aims for the action group are as follows:
' Tangible evidence that leadership has made quality an essential component of the
or gafirzati on' s strategy.
. Commitment to quality has penetrated the organtzation and affects daily work life of
doctors, staff and management including work processes, decision-making,
conversations, attitudes and expectations of each other.
Each team will be expected to suley physicians and staff to obtain data on how they
perceive the organization's commitment to quality, A short survey instrument will be
provided and an economical method for conducting the survey will be recommended.
The survey will be conducted four times during the course of the action group. Data will
be shared with all participants.
Expectations of Participating Member Groups
' All teams are expected to participate in person. Participation through videoconference
is not available.
' Senior leadership attendance and parlicipation is expected and essential to the success
of this initiative, so at least three leaders at the CEO, CMO, COO, CAO, CFO, and
Medical Director level must attend the sessions and participate directly in
implementation activities.
' Participation of board members may be of value and should be considered by each
team.
' Each team will designate one of its senior leaders to serve as team leader. This person
will serve as the organization's point person for leading communication efforts,
establishing the vision, and representing the organization's commitment.
' Each team will designate a team coordinator to serve as the primary contact with ICSI
lorreports of progress and the logistics of team participation in the sessions. The
team coordinator will work close Iy with the team leader to coordinate representation
at appropriate conference calls and meetings.
' Monthly conference calls will be a key element of the process. The agendas fbr these
calls will be based on the needs and interests of Action Group participants.
Representatives of senior leadership will need to participate in these calls.
' In the course of the program, each organization will be making action plans,
executing those plans, and sharing results of their experiences with the other teams.
Each orgarilzation will be expected to develop a metric and provide data that show the
results of their efforts.
' Each team will submit progress reports and data on time and will be prepared to
provide a verbal report at each action group meeting and conference call.
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Appendix C
Institute for Clinical Systems Improvement
Leading a Culture of Quality Level I Action Group
May 2005 
- 
April 2006
Modified on August 9,2001 by Teresa Hunteman to maintain confidentiality.
Topic Focus: The Leading a Culture of Quality Level I (LCQ- l) Action Group will
provide an opportunity for leaders to develop a culture that focuses on quality as a key
organizational strategy. Teams consisting of organization leaders, quality improvement
staff, and others will work together to make the changes that will enable their
organizations to provide the highest quality care possible. The LCQ- I Action Group will
also provide an opportunity for participants to collaborate r,vith each other in learning
hor,v to foster a culture of quality. The Action Group will work intensively fbr eleven
months to launch the process of culture change.
Organizations that participate in LCQ-l will focus on building a platform for culfure
change by:
. Determining the extent to which quality is a core business strategy
. Assessing current organizational norrns and the goodness of fit with their quality
strategy
. Choosing norrns consistent with their quality strategy.
LCQ- I also will begin to build the infrastructure for a new culture through five additional
principles.
. Strengthening goveffrance to embed norrns consistent with quality
' Enhancing management's effectiveness in implementing and reinforcing norrns
consistent with quality
. Having leaders consciously send signals about what is important
. Hardwiring new norms
' Developing and implementing an aligned physician compact.
The leader is Jack Silversin, DMD, DrPH,, president of Amiclrs, a Cambridge,
Massachusetts-based consulting firm. For over twenty years he has worked to help
physician organizations, hospitals and health systems to develop shared organizattonal
vision, strengthen leadership and governance, and accelerate the implementation change.
Other local and national speakers will be invited to participate.
Learning Sessions: There are five learning sessions over the course of eleven months.
Conference Calls: Four conference calls will be conducted from. Participation is highly
encouraged but not required for continued participation in the action group.
Listserv: A listserv will be established so that questions, suggestions, progress reports,
and other information can be shared easily with all action group participants.
Aims, Progress Reports, & Surveys
The common aims for the action group are as follows
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Tangible evidence that leadership has made quality an essential component of the
or gantzati on's strategy.
Commitment to quality has penetrated the organization and affects daily work life of
doctors, staff and management including work processes, decision-making,
conversations, attitudes and expectations of each other.
Each participating group will be expected to submit a monthly progress report. A
progress report template will be provided to each team.
Each team will be expected to survey physicians and staff to obtain data on how they
perceive the organization's commitment to quality. A short survey instrument and
sampling specifications will be provided and an economical method for conducting the
survey will be recommended. The survey will be conducted twice, with data submissions
due in mid-June and mid-March. Data will be shared with all participants.
In addition to these common aims and measures, each team will be setting its own aims
and measures and report progress and measurement on them.
Expectations of Participating Member Groups
' All teams are expected to participate in person. The action group is being held at a
Bloomington-area hotel to accommodate the size of the group; participation through
videoconference is not available.
' Senior leadership attendance and participation is expected and essential to the success
of this initiative, so at least three leaders at the CEO, CMO, COO, CAO, CFO, and
Medical Director level must attend the sessions and participate directly in
implementation activities.
' Participation of board members may be of value and should be considered by each
team.
' Each team will designate one of its senior leaders to serve as team leader. This person
will serve as the organization's point person for leading communication efforts,
establishing the vision, and representing the organization's commitment.
' Each team will designate a team coordinator to serve as the primary contact with ICSI
for reports of progress and the logistics of team participation in the sessions. The
team coordinator will work closely with the team leader to coordinate representation
at appropriate conference calls and meetings.
' Conference calls will be a key element of the process. The agendas for these calls will
be based on the needs and interests of Action Group participants. Representatives of
senior leadership will need to participate in these calls.
' ln the course of the program, each organtzation will be making action plans,
executing those plans, and sharing results of their experiences with the other teams.
Each organlzation will be expected to develop a metric and provide data that show the
results of their efforts.
' Each team will submit progress reports and data on time and will be prepared to
provide a verbal report at each action group meeting and conference call.
a
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Appendix D
Institute for Clinical Systems Improvement
Leading a Culture of Quality Level 2 Action Group
May 2005 
- 
April 2006
Modified on August 9, 2001 by Teresa Hunteman to maintain confidentiality.
Topic Focus: The Leading a Culture of Quality Level 2 (LCQ-2) Action Group builds
on the foundation set in the Leading a Culture of Quality Action Group conducted from
March 2004 through March 2005 (LCQ-l). Organizations that participated in LCQ-l
focused on building a platform for culture change by:
' Determining the extent to which quality is a core business strategy
' Assessing curent organizational norms and the goodness of fit with their quality
strategy
. Choosing norrns consistent with their quality strategy.
LCQ-2 will focus on building the infrastrucfure for a new culture through five principles
introduced in LCQ- I :
' Strengthening governance to embed norrns consistent with quality
' Enhancing management's effectiveness in implementing and reinforcing norms
consistent with quality
' Having leaders consciously send signals about what is important
. Hardwiring new norms
' Developing and implementing an aligned physician compact.
Two approaches will be used to help leaders put these principles into practice:
' Each participating organization will apply these pnnciples to the quality initiatives it
has selected to fulfill its core commitment to ICSI for 2005. These initiatives were
selected for their strategic importance, so they provide an established platform for
testing the principles of culture change.
' Examples of organizations that have been successful in establishing a culture of
quality will be discussed, including how these organizations have been able to make
the business case for quality, leverage physician compensation, and apply change
management pri nciples.
Staff: The leader is Jack Silversin, DMD, DrPH, president of Amicus, a Cambridge,
Massachusetts-based consulting firm. For over trventy years he has worked to help
physician organizations, hospitals and health systems to develop shared organizational
vision, strengthen leadership and governance, and accelerate the implementation change.
Other Iocal and national speakers will be invited to participate.
Learning Sessions: There are five learning sessions over the course of eleven months.
The first session will be devoted to developing and implementing an aligned physician
compact.
Conference Calls: Four conference calls will be conducted between the Iearning
sessions. Participation is highly encouraged but not required for continued participation.
Listserv: A listserv will be established so that questions, suggestions, progress reports,
and other inforn-ration can be shared easily with all action group participants.
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Aims, Progress Reports, & Surveys
The common aims for the action group are as follows:
' Tangible evidence that leadership has made quality an essential component of the
organization's strategy.
. Commitment to quality has penetrated the organization and affects daily work life of
doctors, staff and management including work processes, decision-making,
conversations, attitudes and expectations of each other.
E,ach participating group will use the aims and measures submitted for the ICSI 2005 core
commitment cycle as the basis for its work in this action group. Baseline data will be due
sometime between the first and second meetings (date to be specified). Year-end data will
be obtained from the annual core commitment report that will be submitted in early 2006.
Teams are strongly encouraged to obtain data on these aims at least quarterly dunng the
term of the action group. Each participating group will be expected to submit a monthly
progress report. A progress report template will be provided to each team. Each team
will be expected to survey physicians and staff once in March 2006 to obtain dala on how
they perceive the organization's commitment to quality. A short survey instrument
similar to the one used in LCQ- I and sampling specifications will be provided. Data will
be shared with all participants.
Expectations of Participating Member Groups
' Participation is open only to organizations that participated in LCQ- L
' All teams are expected to participate in person. Participation through videoconference
is not available.
' Senior leadership attendance and participation is expected and essential to the success
of this initiative, so at least three leaders at the CEO, CMO, COO, CAO, CFO, and
Medical Director level must attend the sessions and participate directly in
implementati on activities.
' Participation of board members may be of value and should be considered by each
team.
' Each team will designate one of its senior leaders to serve as team leader. This person
will serrie as the organrzation's point person for leading communication efforts,
establishing the vision, and representing the organization's commitment.
' Each team will designate a team coordinator to serve as the primary contact with ICSI
forreports of progress and the logistics of team participation in the sessions. The
team coordinator will work closely with the team leader to coordinate representation
at appropriate conference calls and meetings.
' Conference calls will be a key element of the process. The agendas for these calls will
be based on the needs and interests of action group participants. Representatives of
senior leadership will need to participate in these calls.
' In the course of the program, each organization will be making action plans,
executing those plans, and sharing results of their experiences with the other teams.
E,ach organization will be expected to develop a metric and provide data that show the
results of their efforts.
' Each team will submit progress reports and data on time and will be prepared to
provide a verbal report at each action group meeting and conference call.
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Appendix E
Institute for Clinical Systems Improvement
Leading a Culture of Quality Advanced Level Action Group
October 2006 
- 
October 2007
Modifled on August 9, 2001 by Teresa Hunteman to maintain confldentiality.
Topic Focus; The Leading a Culture of Quality - Advanced level Action Group will
continue building on the work that groups have done over the past year(s). The main
theme for this action period will be going deeper to align the culture with a commitment
to quality as a key strategy. Teams of senior leaders joining this group need to be
comrnitted to furthering their work around assessment, analysis and preparation of the
foundation for culture change and actively engaging the clinicians and staff in their
organizations in the process of culture change. The format for the sessions will be similar
to a "graduate seminar" in which everyone is expected to contribute to discussions and to
actively engage in exploring their own leadership style and its contribution to current
culture and culture change.
Staff: The leader is Jack Silversin, DMD, DrPH, president of Amicus, a Cambridge,
Massachusetts-based consulting firm. For over twenty years he has worked to help
physician organizations, hospitals and health systems to develop shared organizational
vision, strengthen leadership and governance, and accelerate the implementation change.
Learning Sessions: There are four structured learning sessions over the course of the
tr,velve months:
Content focus for these sessions will include:
. Deeper learning and application of the framework for identifying behavioral norms
and sub-cultures within their organization (work of Edgar Schein).
. Gaining more widespread engagement from physicians and staff on their role in
building and sustaining cultures of qLrality.
. Sharing and ongoing development and implementation around physician compact and
management/staff com pacts.
. Helping leaders learn how to generate signals and relay messages through all levels of
the organization to gain commitment and engagement from all staff.
. Multiple opportunities for teams to talk and learn with each other.
. Deeper governance focus in areas such as improving the roles of governance within
the culture of quality and driving the alignment of strategy to quality.
. Bring health plans into the conversations to help identify where there are
opporfunities for greater alignment and synergy.
. Sharing real stories from outside groups who have successfully implemented culrure
change strategies.
Conference Calls: A conference call will be conducted between each session.
Listserv: A listserv will be established so that questions, suggestions, progress updates,
and other information can be shared easily with all action group participants
page 38
Aims, Progress Reports, & Surveys
Groups that have worked in the areas of culture for quality in the last one to two years are
at different places along their journey. Therefore, we are charging each group with
developing an individualized and very specific one-year goal. This goal may have
multiple facets and should also have measurable ways to show progress. Progress will be
self-determined based on each organtzation's set goal. Progress will be verbally shared
routinely during meetings and conference calls. In addition, we will be conducting
another culture of quality survey to run in the spring of 2007. Results from the survey
will be discussed at the last session of this series.
Expectations of Participating Member Groups
. All teams are expected to participate in person. Participation through videoconference
is not available.
. Senior leadership attendance and participation is expected and essential to the success
of this initiative, so at least three leaders at the CEO, CMO, COO, CAO, CFO, and
Medical Director level must attend the sessions and participate directly in
implernentati on activities.
. Senior leadership needs to be committed to self-assessment, reflection and
willingness to participate in their own change process and look at how they can and
do generate positive signals to their staff.
. Participation of board members may be of value and should be considered by each
team.
. Each team will designate one of its senior leaders to serve as team leader. This person
will serve as the organization's point person fbr leading communication efforts,
establishing the vision, and representing the organization's commitment.
. Each team will designate a team coordinator to serve as the primary contact with ICSI
for reports of progress and the logistics of team participation in the sessions. The
team coordinator will work closely with the team leader to coordinate representation
at appropriate conference calls and meetings.
. Conference calls will be a key element of the process. The agendas for these calls will
be based on the needs and interests of Action Group participants. As many team
members as possible are expected to participate in these calls, and participation by at
least one senior leader is required.
. In the course of the program, each organization will be making action plans,
executing those plans, and sharing results of their experiences with the other teams.
E,ach organization will be expected to develop a metric and provide data that show the
results of their efforts.
. Each team will be ready to provide a verbal report at each action group meeting
and/or conference call.
Additional Advanced Services
Listed below are some possibilities of additional services that can be offered if there is
sufficient need and interest.
' Leadership development series
' Leadership coaching
' On-site consultation from action group staff
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Appendix F 2007 Survey Summary
Category: Quality Focus
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Appendix G
20A7 Survey
Bolded percentages are the highest favorable score for each category. Blue percentages
represent the second highest favorable score in each category. Red percentages
represent the third highest favorable score in each category.
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